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Let’s try to
make this
interactive!

Introduction
● The prevalence of benign anorectal conditions in primary care settings is high
● It is important for PCPs to be able to recognize and confidently assess
anorectal symptoms in order to treat or appropriately refer

● Differential for anorectal pain or lesions is broad; clinicians must maintain a
high index of suspicion for inflammatory or malignant conditions

Objectives
● Review the anatomy of the rectum and anus
● Learn skills to perform an appropriate H&P for anorectal complaints
● Appreciate key diagnostic features to common anorectal diagnoses
● Recognize risk factors and red flag signs/symptoms that prompt further
evaluation and possible referral

Disclosures/Disclaimers
●
●
●
●

The diagnoses presented in this lecture are not comprehensive
Treatment options for all diagnoses presented may not be covered
I am not offering to perform DRE’s on all of your patients
I have no stock in anoscopes

Let’s start with a
case!

Case #1
CC:

Rectal bleeding

HPI:

44y/o F w/ complaint of BRBPR x 2 days. New patient of the practice. She also had
abdominal pain and cramping. The blood is not mixed into stool. She no
longer has
bleeding. Wants to know if her symptoms are in relation to eating cheesy
lasagna.

PMH:

Hypothyroidism, Iron deficiency anemia, depression, obesity, NSVD x3, uterine
prolapse

PSH:

Bilateral tubal ligation, Hysterectomy

Meds: Recently started on iron and colace, levothyroxine, vitamin D, miralax prn

Case #1 (cont)
Family Hx:
grandfather

Colon Ca (mother and maternal aunt in age 60s, maternal
in 70s)

Social Hx:
employed

Never smoker, no alcohol or illicit drug use, never married,

Next steps?

Step 1: Get a detailed history

Step 1: Get a detailed history
● Bleeding:
○ with or without bowel movements
○ on the stool or mixed in
○ large or small amount
○ blood in liquid or in clots
○ associated with passage of mucous or pus
○ duration of bleeding
● Pain:
○ tearing pain w/ BM vs constant, nagging pain vs irritation
● Stool:
○ change in stool caliber?
● Duration?
● Trial of Therapy?
● Systemic Symptoms? Red Flags???

Anatomy of Anal Canal and Rectum

Anatomy (cont)

Anatomy (cont)

Step 2: Performing the Physical Exam
● Have a chaperone/assistant
● Positioning
○ prone jack-knife (knee to chest) or standing is preferred vs left lateral
decubitus (Sim’s position) or lithotomy, but position as appropriate for pt
comfort
● External Inspection
○ gently spread the buttocks
○ inspect for dermatologic conditions of the perianal region
○ have patient bear-down/strain
● Palpation/Digital Rectal Exam w/ gloved and lubricated finger
○ may require topical anesthetic
● Anoscopy

Digital Rectal Exam
● Using a small amount of lubricant on the index finger, ask the patient to take a
deep breath and insert the finger facing down (6 o'clock position)
● Appreciate the external sphincter tone then ask the patient to bear down and
feel for tightening of the sphincter
● Palpate the rectal wall starting from the 6 o'clock position clockwise to the 12
o'clock position. Then return to the 6 o'clock position and palpate the other half
of the rectal wall feeling for masses, nodules and tenderness
● Examine stool remaining on the glove for the presence of visible or occult blood

Anoscopy

https://www.nejm.org/doi/full/10.1056/NEJMvcm1510280

Benign Anorectal Conditions

https://www.aafp.org/afp/2020/0101/afp20200101p24.pdf

Internal and External
Hemorrhoids

Internal and External Hemorrhoids

“Management of Hemorrhoids: Mainstay of Treatment Remains Diet Modification and Office-Based Procedures” Russell et al.
http://www.guideline.gov/expert/expert-commentary.aspx?id=37828

Pruritus Ani

Anal Fissures

Case #1 (cont)
Focused PEx:
Vitals wnl
Overweight female, NAD
Abdomen soft, nontender, nondistended, +
BS

Perianal zone w/ mildly tender prolapsed anal tissue; no
visible blood or fissures

Case #1 End
● Pt referred to colorectal surgery for grade III-IV hemorrhoidal disease
● Colorectal Surgery planned for hemorrhoidectomy

○ EBM: “Practice Parameters for the Management of Hemorrhoids”
■ Surgical hemorrhoidectomy reserved for patients who are:
● refractory to office procedures
● unable to tolerate office procedures
● have large external hemorrhoids
● have combined internal and external hemorrhoids with significant

prolapse

“Practice Parameters for the Management of Hemorrhoids” Rivadeneira et al. Diseases of the Colon and Rectum, September 2011

Summary (so far…)
● Anorectal complaints are common in primary care clinics
● Broad differentials for anorectal complaints can be narrowed by careful history
taking
● Complete Physical Exam may include digital rectal exam and anoscopy
● Anorectal complaints can be a sign of other medical conditions, so be aware of
medical history, identified risk factors and exam findings

Case #2
CC:

Rectal Pressure

HPI:

52y/o M who presents to ED w/ complaint of rectal pain and pressure w/ BMs and
blood in his stool x several weeks. He also had a 3 week history of fevers,

night
sweats.
PMH:

HIV on HAART, vit D deficiency, hyperlipidemia, major depressive disorder

PSH:

Negative

Meds: Ritonavir, Atazanavir, Emtricitabine/Tenofovir; 1 week ago, recently started on
doxycycline and s/p IM ceftriaxone for empiric therapy for GC/CT per PCP
concern for
rectal infection

Case #2 (cont)
Fam HX:

Noncontributory

Social Hx:

Works full time at airport; denies alcohol, IV drug use or substance abuse.
Sexually active with men only.

PEx:

Afebrile on admission, vital signs otherwise within normal limits
Abdomen exam benign
Rectal exam: DRE and anoscopy were deferred as pt had intense

pain; external
exam was significant for tender external mass w/ a small amount of blood
1+ B/L LE edema

Case #2 (cont)
● Work up:

○ CXR
○ DOPPLERS

○ CT PE
○ CT ABD/PEL w/ contrast
○ Colorectal Surgery Consulted

Anorectal Masses

● Rectal Polyps

● Rectal Prolapse
● Anal/Rectal Abscess
● Condyloma

● Malignancy

Polyps
● Hyperplastic polyps vs inflammatory pseudopolyps vs adenomatous polyps
(neoplastic)
● Biopsy is required to distinguish diagnosis
● If adenomatous, full colonoscopy required to rule out proximal lesions

Mucosal Polyps

Common Anorectal Conditions: Part II. Lesions.
Pfenninger. American Family Physician 2001

Rectal Prolapse
●
●
●
●

Mucosal Prolapse vs Full-Thickness Rectal Prolapse (Procidentia)
Often results in fecal incontinence
Treatment is surgical
Look for concomitant rectocele,
cystocele or other pelvic organ
prolapse

Anorectal Abscesses

Perianal Abscess

Other inflammatory conditions:
Diverticular Disease, Colitis, Proctitis, etc…
● DDx includes:

○ Infectious (STI related [chlamydia, gonorrhea, syphilis], GI organisms…)
○ Chronic Inflammatory disorders (e.g. Inflammatory Bowel Disease)

Case #2 (cont)

Case #2 (cont)

Amoebic Colitis

Case #2 End

● The radiologist called this diagnosis!
○ Recommended we get stool studies to assess for ameoba...and it was (+)
● Patient was discharged on Flagyl
● On follow up, pt symptoms resolved
● Colonoscopy completed 4 weeks later was a normal study

Summary from Case #2

● Use specific history and ROS to narrow differential diagnosis
● Must consider Medical History of the patient
○ Pay attention to high-risk patients and patients with significant co-morbidities that can
predispose them to specific diagnoses
● In some scenarios, imaging is necessary to solidify a diagnosis

Case #3
CC:

Intermittent blood in stool

HPI:

61y/o F presents with complaint of intermittent bright red blood in stool or
when she wipes and anal pain. Dx of hemorrhoids w/ fissure, and
initially
tried to increase fiber and stool softeners, but still having symptoms
x2
months. Denies symptoms of straining or constipation. Nitroglycerin
also
didn’t help for her anal pain. ROS otherwise negative.

PMH:

Arthritis, Attention Deficit Disorder without Hyperactivity, Anxiety, Depression

PSH:

Colonoscopy w/ polypectomy 2 years ago (patient reports that pathology
was benign); hysterectomy, finger surgery, bunion surgery

Case #3
Meds:

None

Family Hx:

Breast Ca (mother), Diabetes (paternal), CAD/heart disease

Social Hx:

Denies tobacco, alcohol, drug use

PEx:

Vitals wnl, nml BMI
Well appearing woman NAD
Abdominal exam benign
Rectal exam: inspection of perianal zone w/ acute on

chronic anal

fissure

Case #3
What do you do next:
A.) Rx for hydrocortisone rectal suppository
B.) Try to get records from prior colonoscopy
C.) Anoscopy in the office
D.) Send for colonoscopy
E.) Referral to colorectal surgery

Case #3
Case continued:
● pt referred to colorectal surgery given persistence of symptoms and no
improvement on “appropriate therapy”

● seen by colorectal 3 weeks later, who did anoscopy under anesthesia.
Exam significant for left anterior atypical ulcer, concerning for neoplasm.
Biopsy with frozen section collected at that time.

Case #3
Case continued:
● pt referred to colorectal surgery given persistence of symptoms and no
improvement on supposedly appropriate therapy
● seen by colorectal 3 weeks later, who did anoscopy under anesthesia. Exam
significant for left anterior atypical ulcer, concerning for neoplasm. Biopsy with
frozen section collected at that time.
● Frozen section concerning for cloacogenic carcinoma.
● Final pathology: anal cancer tumor; glandular mucosa showing a focus of

infiltrating poorly differentiated squamous cell carcinoma

Anal Cancer
● Anal cancer is fairly uncommon, and accounts for about 1-2% of cancers
affecting the intestinal tract
● Have a high index of suspicion in patients not responding to “appropriate
therapy”

● Be particularly attentive in specific high-risk groups
● Anal cancer, like cervical cancer, is potentially preventable.
○ Screening and treating precursor lesions such as high-grade AIN may lead
to a reduction in the incidence of anal cancer.

AIN

High Risk Conditions

Case #3
Follow up:
● pt referred given persistence of symptoms and now improvement on
supposedly appropriate therapy
● pt seen by colorectal 3 weeks later, who did anoscopy under anesthesia. Exam
significant for Left anterior atypical ulcer, concerning for neoplasm. Biopsy with
frozen section collected.
● Frozen section concerning for cloacogenic carcinoma.
● Final pathology: anal cancer tumor; glandular mucosa showing a focus of
infiltrating poorly differentiated squamous cell carcinoma
● Staging: cT2N0M0, stage II
● Port placed for patient to receive chemo (5FU and mitocycin C) and started
radiation
● 4 months s/p therapy, imaging w/o evidence of previously seen anal mass;
postradiation changes
● rectal pain and bleeding improved

Case #3 Summary
● Research conducted during the last decades has shown that HPV related
disease is more closely related to genital rather than to gastrointestinal
malignancies
● As many cases of anal cancer occur in identifiable high-risk populations,
targeting these populations for screening may be cost-effective
○ Such populations include MSM, HIV+, and Immunocompetent women w/
CIN, VIN or vaginal intraepithelial neoplasia
○ However, there are no current national guidelines formally supporting
screening
● HPV vaccines can significantly decrease the incidence of infection with the HPV
types associated with cervical and anal neoplasia! Vaccinate!

Summary
● Anorectal complaints are common in the primary care setting
● The differential diagnosis can be broad, but effectively narrowed by performing
a thorough history and physical exam
● Family Physicians can and should perform DRE and anoscopy
● Once cancer is ruled out, approximately 90% of anorectal complaints can be
managed in the primary care physician’s office
● Have a high index of suspicion in patients not responding to “appropriate
therapy”
● It is important to recognize patient-specific risk factors that may place them at
higher risk for malignant disease
● In certain populations, screening for anal cancer may be beneficial and there is
a role for primary prevention through vaccination w/ HPV vaccine

“Evaluation and Management of Common Anorectal Conditions”

QUESTIONS?
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